experienced UUI resolution in the successes, and 10 (17.2%) in the failures (P .001). Among successes, a significant interaction (p<.001) was detected between the baseline and postoperative urodynamic parameters, including Qmax, corrected Qmax, postvoid residual (PVR), voiding volume, voiding efficiency(VE), and bladder outlet obstruction index (BOOI). Significantly increased PdetQmax was also observed after surgery (P .015). A significant interaction (P .034) is detected from the baseline to 6 months between successes and failures for BOOI.
INTRODUCTION AND OBJECTIVES: The risk factors for urinary retention (UR) after sling in women with detrusor underactivity (DU)/Valsalva voiding is not well established. There is limited evidence that increasing outlet resistance in those with poor contractility would be a risk factor for urinary retention (UR). Symptoms of DU are often manifest as hesitancy and straining during the voiding phase and urodynamics (UDS) may overestimate this condition due to a number of factors during UDS including: psychogenic inhibition and pain from urethral catheterization. This study examined UR after sling in patients with or without DU/Valsalva voiding to determine if the reproduction of voiding symptoms on UDS in those with DU is predictive of UR after sling.
METHODS: Following IRB approval, we performed a review of patients undergoing sling looking specifically at the occurrence of short and long term urinary retention. Preoperative incontinence symptom score questionnaire and UDS data were obtained from a prospective UDS database in which patients are directly queried at the time of the UDS study whether the filling/storage, and voiding phases of the study reproduced their usual symptoms. Urinary retention was defined as failed void trial requiring prolonged suprapubic catheter drainage or initiation of intermittent catheterization and was assessed at 1 week, 1 month and 3 months.
RESULTS: Of the 96 women who had a sling procedure, 77 (80%) had preoperative UDS. Of those who had UDS, 27 (43%) had denovo UR at some point post-operatively; 5 at 1 week, 7 at 1 month, and 15 at 3 months or longer. 26/27 (96.3%) patients who had UR had APVS versus MUS sling. As compared to those without DU, patients with DU were more likely to have UR (81% vs 56%, p¼0.025). A positive symptom score of incomplete emptying did not increase risk of UR (p¼0.58). 63/77 (82%) patients had UDS which reproduced their voiding symptoms, 23 (37%) of whom had UR. There was no difference in risk of UR in patients with DU/Valsalva voiding whose UDS reproduced voiding symptoms compared to those with DU/Valsalva voiding whose UDS did not reproduce symptoms (OR 0.98, CI 0.23-4.18, p¼ 0.98).
CONCLUSIONS: Patients with DU/Valsalva voiding have an increased risk of UR following sling, however reproduction of symptoms on UDS or symptom score do not correlate with risk of UR in either those with DU/Valsalva voiding or those with normal bladder contractility.
Source of Funding: none

MP63-11 IS IT MANDATORY TO PERFORM URODYNAMICS TO IDENTIFY OCCULT STRESS URINARY INCONTINENCE?
Susane Hwang*, Luís Gustavo Toledo, Silvia Carramao, Armando Frade, Raquel Richetti, Sao Paulo, Brazil; Andre Matos, Salvador, Brazil; Antonio Auge, Sao Paulo, Brazil INTRODUCTION AND OBJECTIVES: Occult stress urinary incontinece (OSUI) is defined as the stress incontinence only observed after the reduction of co-existent prolapse. The objective of this study was to investigate OSUI by physical examination and urodynamic study, comparing both methods.
METHODS: This study enrolled 105 women with pelvic organ prolapse stage III and IV, according to the Pelvic Organ Prolapse Quantificaton (POP-Q) system, evaluated prospectively between January and December 2015. The study was reviewed and approved by the school's Institutional Review Board and all included subjects signed informed consent before participating in the study. A standard history and physical examination was carried out and the investigaton of the OSUI was performed on supine standing and lithotomy position, reducing the prolapse using gauze and a Cheron dressing forceps. During physical examination, the patients were requested to cough and to do valsalva maneuver. Afterwords, they were asked to do the same maneuvers during multichannel urodynamics. Both evaluation were perfomed with 300ml bladder filling. The OSUI was defined when there was urine leakage only after the reduction of the prolapse.
RESULTS: The mean patient age was 65.7 years, ranging from 40 to 89 years, mean parity 5.1 and mean body mass index 27.4. From a total of 105 patients, 70 (66.7%) presented with POP-Q stage III and Vol. 197, No. 4S, Supplement, Sunday, May 14, 2017 THE JOURNAL OF UROLOGY â e839 35 (33.3%) stage IV. Sixty three (60%) women were identified as occult stress incontinent, twenty seven (25.7%) as continent, and 15 (14.3%) as stress urinary incontinent (leaked without prolapse reduction). From the 63 OSUI subjects, 48 (76.2%) were identified in both evaluations, and 8 were identified only during physical examination, and 7 only during urodynamics. The sensitivity to detect OSUI during physical examination and urodynamics was 88.9% and 87.3% respectively (p¼0.783). The value of Kappa to measure the agreement between both tests was 0.648 (95% CI, 0.441-0.854). Anterior (p¼0.006) and posterior (p<0.001) compartment stage IV prolapse showed increased risk of OSUI. Despite 86 (81.9%) patients mentioned storage symptoms, only 8 (7.6%) had urodynamic demonstrated detrusor overactivity. CONCLUSIONS: Urodynamic study and physical examination are equivalent and concordant to demonstrate OSUI, thus it's not mandatory to perform urodynamics to identify OSUI. METHODS: Our study included 80 women who underwent UDS to evaluate SUI. The UDS was performed by a single operator consecutively within a 30 minutes period. Intra-class Correlation Coefficient (ICC) was used to investigate the test-retest reliability. All definitions of urinary incontinence corresponded to recommendations of the International Continence Society.
Source of Funding: None
RESULTS: The mean age was 58.9 AE 7.4 years. Among enrolled patients, 34 had only SUI; 46 patients had mixed urinary incontinence (MUI). The 32 patients had underline diseases such as diabetes mellitus (DM), cerebrovascular disease or spinal disease. Overall, test-retest reliability of VLPP on UDS is excellent (ICC 0.94, P < 0.01). When enrolled patients were divided into several groups by incontinence type and presence of underline diseases, test-retest reliability of VLPP is excellent in each group (ICC 0.96, P < 0.01 in a SUI group; ICC 0.93, P < 0.01 in a MUI group; ICC 0.95, P < 0.01 in a group without underline diseases; ICC 0.92, P < 0.01 in a group with underline diseases).
CONCLUSIONS: The test-retest reliability of urodynamic VLPP in female SUI is excellent regardless of comorbid factors such as MUI, DM, cerebrovascular disease or spinal disease. The VLPP on UDS is a reliable data in female SUI.
Source of Funding: none
MP63-13 DOES VIDEOURODYNAMIC CLASSIFICATION DEPEND ON PATIENT POSITIONING IN PATIENTS WITH STRESS URINARY INCONTINENCE?
Hazel Ecclestone*, Eskinder Solomon, Rizwan Hamid, Mahreen Paksad, Daniel Wood, Tamsin Greenwell, Jeremy Ockrim, London, United Kingdom INTRODUCTION AND OBJECTIVES: Videourodynamic studies (VUDS) are often used to assess stress urinary incontinence (SUI). Treatment options are based on the degree of hypermobility and intrinsic sphincter deficiency. The most common classification on VUDS of SUI by Blaivas-Olsson is described in the semi-oblique position. However, most urodynamics are performed supine or standing with advocates of standing position suggesting that this stance permits gravity to enhance prolapse and aid diagnosis. We assessed the difference in Blaivas-Olsson grading in either positions.
METHODS: 121 consecutive women with SUI underwent videourodynamic study prior to operative intervention. SUI was assessed in both supine and standing positions and the extent of descent was classified according to Blaivas-Olsson criteria. Differences between the positions was assessed using Fisher's exact test with p <0.05 being significant.
RESULTS: 72 of 121 SUI classifications remained the same in both lying and standing positions. 49 gradings were upgraded with position (40%); no patients were downgraded. Of the 49 patients whose grading changed, 20 (16.5%) had non-demonstrable SUI converted to demonstrable (i.e. grade 0 converted to I, IIa, IIb or III); 22 patients with SUI in the supine position were upgraded by one grade (I -IIa (10) and IIa-IIb (12)) and 7 were upgraded by two grades from I to IIb (Figure) . The difference in the distribution of SUI grading between supine and standing positions was statistically significant (p < 0.01) CONCLUSIONS: 16.5% of patients only had SUI demonstrable in the standing position. 40% Blaivas-Olsson classifications were upgraded with patients in the standing position. This has important implications for practice. To best replicate symptoms, and minimise the chance of underestimating both incontinence and the degree of descent, we suggest that videourodynamics are performed using standardised methodology in both lying and standing positions. 197, No. 4S, Supplement, Sunday, May 14, 2017 
